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CALENDAR FOR 2002 M+C RENEWAL PROCESS

2001

March 30 CY 2002 ACR, Plan Benefit Package (PBP), and technica
ingructions become available for download from the Hedth Plan
Management System (HPMS).

May 1 CY 2002 ACR/PBP Pre-Upload Vdidation (APV) tool becomes
available for download from HPMS.
HCFA notifies M+COs of intent to renew contracts by this date.
M+C contracts will accompany renewd |etter.
Conference cdl between HCFA and M+C organizations regarding
guestions on OPL 2002. Details can be found in Attachment 4.

May 7 BIPA Section 617 employer group waiver requests due.

May 15 HCFA will issue a separate OPL on the Nationa Qudlity

Assessment Performance Improvement Project.

May 15-June 1l

Partid County non-renewa requests due to Rosanna Johnson.

Junel

HCFA begins accepting CY 2002 ACRPsviaHPMS.

June 15

Final day to submit arequest for waiver of certain base period
(worksheet B), ACRP reporting requirements.

July 2

Find day for M+COsto submit CY 2002 ACRPsviaHPMS.
Note: Section 1876 cost contractors may voluntarily submit a PBP
30 information on benefitsisincluded in Medicare & You and
Medicare Hedlth Plan Compare (i.e. Medicare Compare).
Deadline for returning signed M+C contracts to HCFA.

Deadline for submitting non-renewa noticesto HCFA.

Fina day for M+COsto submit CY 2002 capacity limits.

July 10

Find date for M+COs to submit CY 2001 marketing materias for
HCFA's review and approval.

July 19

M+COs should submit CY 2002 summary of benefits (SB) and
annua notice of change (ANOC) materials to HCFA regiona offices
to dlow sufficient time for HCFA's review and approva before the
September 17 publication of "Medicare Compare.”

July 18-24

M+COs preview the Medicare & You, CY 2002 items prior to
HCFA publication.

August 3

HCFA begins printing Medicare & You, CY 2002.




September 1

Tentative date for HCFA's approvd of al CY 2002 renewa
ACRPs.

Find date to send ANOC materids (including summary of benefits)
to HCFA regiond officesin order to ensure review and gpprova
before October 15 deadline.

HCFA begins CY 2002 local information campaign.

M+COs required to include information in CY 2001 marketing and
enrollment materias to inform potentia enrollees about the possibility
of plan (benefit) changes beginning January 1, 2002.

September 1-October 1

HCFA mails Medicare & You for CY 2002.

September 4-6 M+COs preview "Medicare Compare” plan data prior to release on
the Internet.
September 17 HCFA publishes "Medicare Compare' data on the Internet.
October 14 Find date for marketing CY 2001 plans (i.e., benefit packages) to
Medicare beneficiaries through public media
October 15 M+COs begin marketing CY 2002 benefitsto Medicare
beneficiaries through public media.
CY 2002 ANOC letters (with summary of benefits) due to
beneficiaries. M+COs must mail ANOC letters before this date to
ensure receipt by beneficiaries by October 15.
Note: All marketing presentations and mailings to beneficiaries
who inquire about CY 2002 enrollment must include a CY 2002
summary of benefits.
November 1-30 Annua dection period (al M+COs).
2002
January 1 Effective date for CY 2002 plan benefits.
January 15 Tentative deadline for distributing CY 2002 EOCsto plan

members.




Summary of |mportant Changesfor Contract Year 2002

[ Statutory and Regulatory Changes -- Benefits | mprovement and Protections
Act of 2000 | mplementation (Bl PA)

Update on BIPA Implementation

Title VI of the Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of
2000 (BIPA) changed the Medicaret+Choice (M+C) program. BIPA requires the Hedlth Care
Financing Administration (HCFA) to revise and/or change severd of the current regulations
under Part 422. Some of these provisions are effective in the near future or have aready taken
effect, e.g., the expangon of the new entry bonus (effective on enactment) and revised M+C
payment rates for contract year (CY) 2001 (effective March 1, 2001). Implementing the
revisons required under BIPA will reguire the publication of revisonsto current regulaions.
We have divided the BIPA provisons into two separate regulaions. One regulation will
incorporate those provisons of BIPA that provide clear and specific direction to HCFA and
would not require significant policy interpretation. We intend to publish thefirdt regulation in the
summer. The second regulation will incorporate those provisions of BIPA that do not provide
as clear and as specific direction to HCFA. Some of the rules contained in this regulation may
require Sgnificant policy interpretation. The second regulation will take longer to publish; HCFA
expectsto issueit thisfall.

Reference to BIPA letter
In February 2001 HCFA released a letter about the implementation of BIPA. That letter can
be found on the Internet at: http://mwww.hcfagov/medi care/bipa etter.htm

Local Medical Review Palicies

Medicare+Choice organizations (M+COs) are required to provide their Medicare enrollees
with those services that are covered under Medicare and available to other fee-for-service
Medicare beneficiaries residing in the geographic area covered by the plan. Currently, in
accordance with 42 CFR 422.101, Medicare M+COs must comply with HCFA national
coverage decisons and “local medicd review policies’ (LMRPs).

Pursuant to BIPA Section 615, an M+CO offering an M+C plan in an area with more than one
local coverage policy would be able to dect to have theloca coverage palicy for the part of the
areathat is most beneficia to M+C enrollees gpply to dl M+C enrollees enrolled in the plan.

LMRPs may be found on the Internet at www.Imrp.net. This Web ste is updated quarterly.
LMRPsfindized by theloca contractor between updates may be found on the loca
contractor's Web site.



Quality Assurance Program focus on Racial and Ethnic Minorities

Section 616 of BIPA requires that M+C quality assurance programs be expanded to include a
separate focus on racid and ethnic minorities. This focus gppliesto aM+CO’s overdl qudity
assurance program. During the first quarter of 2002, each M+CO must report to HCFA what
actions it has taken to implement Section 616. HCFA will provide an optiond tool for usein
preparing this biennid report later this year.

Compatibility With Employer Group Plans

To fully implement section 617 of BIPA, HCFA will promulgate a regulation that spells out
under what conditions provisions can be waived to alow for "Medicare+Choice Program
compatibility with employer or union group hedth plans.”

In the meantime, HCFA will consider waiver proposals under Section 617 using the
discretionary authority of the Secretary to decide what can be waived under the very broad
walver authority that section 617 provides ("the Secretary may waive or modify requirements
that hinder the design of, the offering of, or the enrollment in, Medicare+Choice plans' under
M+C contracts with employers and unions).

At thistime, HCFA is soliciting waiver requests from M+C organizations as part of the ACR
ingructions. For thisinitid round, we are recommending that your requests only address
provisonsthat will affect your ACR proposas. Waiver requests should be submitted by May 7,
2001 to OPL2002@hcfagov. The request will first be evauated to determineif it falswithin
the parameters of the BIPA Authority. The feashility of the desired implementation date will
aso be examined. We will notify al M+C organizations through a website posting of those
requests that have been approved for waiver. Our god isto have decisions by June 1, 2001.
Walver requests should include in writing: what provisons you would like waived, how this
waiver will facilitate competibility with employer group plans, how awaiver of such aprovison
will affect your ACR proposds, and agenera estimate of the burden, and/or adminigrative
cogts, that will be reduced by granting such awaiver. Waiver requests for other provisions[e.g.
marketing, enrollment] can be included in this process but we cannot guarantee that we will be
able to act upon these requests prior to the submissions of your ACRs.

It isHCFA'sintention to solicit and act upon requests for waivers on an ongoing basis. We are
currently developing ingtructions to guide plans in making waiver submissons and to provide a
basic understanding of the HCFA approva process. For example, it may be determined that
the waiver request is complex in nature and must be pilot tested before HCFA would consider
adopting the procedure nationdly or the proposa may require additional HCFA resources that
may not be available within the desired timeframe.  Some proposals could be rgected initidly in
favor of having such proposasincluded in aNotice of Proposed Rulemaking for the purpose of
obtaining broader public comment. At the same time, provisons that were waived in the initid
round under the Secretarid waiver authority could change to non-waivable provisons as aresult



of the regulatory process.

Actuarial Review of Adjusted Community Rate Proposals

Section 622 of BIPA requires the Chief Actuary of the Hedth Care Financing Adminigtration to
review actuarid assumptions and data used by Medicare+Choice organizations (M+CO) during
the preparation of their Adjusted Community Rates (ACR) proposds. HCFA's actuaries shall
review actuaria rates, amounts, and assumptions used to develop the values that appear on the
ACR worksheets to determine their gppropriateness. The effective date for the implementation of
Section 622 isMay 1, 2001 and shal apply to any ACR submitted on or after that date.

In conjunction with the Section 622 provisons, HCFA expects to perform on-Site actuarid reviews
to be conducted as part of the annual audit process. Additionaly, HCFA is asking M+COs to
submit an actuarid certification for each ACR proposd, to be sgned by the M+CO's actuary, or
its consulting actuary, atesting to the appropriateness of the actuarial methods and assumptions
underlying the ACR submisson. While the following language is recommended, comparable
language would smilarly sgnify to HCFA that the actuarid assumptions in question have been
prepared following Actuarial Standards of Practice.

| certify, that to the best of my knowledge and judgment, the data, actuarial assumptions,
and actuarial methods underlying this Adjusted Community Rate Proposal conformto the
appropriate Actuarial Standards of Practice, as promulgated by the Actuarial Standards
Board, and that the results reasonably reflect the statutory purpose for which the estimates
are prepared. Furthermore, | believe that the benefits provided by this plan are reasonable
in relation to the total of the Medicare capitation payments and enrollee premiums.

A sgned satement should be labeled “ Attachment 2" and included with the ACR documentation
immediately behind the Initidl Rate documentation.

Election Periodsfor 2002 -- Start of “L ock-in”

Pursuant to Section 1851(e)(2)(B) of the Socid Security Act, HCFA isimplementing various
election period provisonsin 2002. These changes in enrollment and disenrollment rules are
commonly referred to as the “lock-in" provisons.

The open enrollment period (OEP) for 2002 is only from January through June. M+C
organizations have the option of opening or closing their M+C plans during thistime, and
beneficiaries may make a sngle change in dection during these months,  All plans, including
the Originad Medicare Plan, will be closed between July through October and in December,
except for initid coverage dections, specid ections, and the limited OEP exceptions listed
below (refer to OPL 99.100 for a complete discussion of eection periods, including specia
election periods). Adde from these exceptions, beneficiaries will not be permitted to join
new M+C plans or disenrall to the Origina Medicare Plan during thistime.



Asareault of the OEP changes, HCFA will need to update many of the exhibits from OPL
99.100. We will be making changes to those mode forms and notices during the upcoming
year. M+C organizations will need to modify enrollment/disenrollment forms and letters
accordingly.

Reminder: Beneficiaries who are making their dection via an employer group hedth plan
arrangement are given a specid eection period and will not be affected by the “lock-in”
rules.

Ingtitutionalized individuas are not subject to the new limitations on the OEP. M+C
organizations have the option to be continuoudy open throughout the entire year to accept
inditutiondized individuas.

OEPNEW -- An OEP (OEPNEW) exigsfor newly digible individuds. Theseindividuds
have an additiond option to change their ection during their first 6 months of digibility or
December 31, 2002, whichever comesfirst. M+C plans are permitted but not required to
accept dections by individuals during their OEPNEW.

SEPG5 --An additiona specid dection period will be available to individuas who become
entitled to Medicare coverage on turning age 65 and who choose an M+C plan. These
individuas will have the opportunity to return to the Origind Medicare Plan within 12
months of their enrollment in an M+C plan.

Involuntary disenrollments are not considered eections. Therefore, the ability of M+C
organizations to process involuntary disenrolimentsis not congtrained by the lock-in rules.

A |etter describing systems requirements for implementing “lock-in” was released on March
23,2001. Thisletter will be updated to reflect the following and it will be posted at
WWW.HCFA.GOV/Medicare/Systinfo.ntm. 1t will be labeled as Revised and dated April, 25,
2001.

The above “lock-in" provisions are effective January 1, 2002, and as of that date, an enrollee's
ability to make an eection of another M+C plan (including one offered by the same M+CO as
the plan in which he or sheis enrolled), islimited as described above. In the case of a changein
election between M+C plans offered by the same M+CO, the M+CO should keep track of
such eections in order to enforce the above-described statutory limits. While M+COs thus
must be able interndly to identify the M+C plan in which one of its Medicare membersis
enrolled, we are granting M+CQOs until the June 2002 Plan Data Due Date to adapt their
systemsto report thisinformation to HCFA. Beginning July 1, 2002, the Transaction/Reply and
Monthly Membership Reports will contain PBP information.



Enrollment Changes

Thereturn to the first of the month effective date rule (Section 619 of BIPA) and the ESRD
enrollment provisons for individuas in terminating plans (Section 620 of BIPA) are described in
more detail on HCFA Web pages.

Asof June 1, 2001, effective dates for € ections made during open enrollment will be the first of
the month after the dection is recaived -- see http://Mmmww.hcfa.gov/medi care/bipa etter.htm.

For additional information on how HCFA’s managed car e system will implement
aspects of Section 620, see http://www.hcfa.gov/medicar e/systemsl.htm




[. Administrative Changes for 2002

M+C Compliance Burden study

To date, our contractor PriceWaterhouseCoopers (PwC) has completed interviews with eight
M+CQOs, three industry trade associations, two beneficiary advocacy organizations, and four
provider organizations. PwC reports that participants generated a great ded of information, and
they are completing andyss of theresults. We plan to release their findingsin May.

Basad on discussions with PwC about their preliminary andyss of the results, we note that
changesin the treatment of Vaue Added Items and Services (VAIS) and the display of
supplemental benefits (discussed in Section 111) address interviewees concerns.

M+C Contractor Performance Monitoring System (MCPM S) Guide Revision
Beginning January 1, 2002, HCFA will sart usng arevised MCPM S Guide during monitoring
reviews of M+COs. The revised Guide will iminate duplication, have methods of evauation
(MOEsS) that are exclusve to one dement only, be based on more quantitative methods, and
follow the order of the upcoming M+C Manud. Later this year, HCFA will release a draft of
the revised MCPM S Guide to M+CO and industry representatives for comment.

Deeming

HCFA isin the process of establishing an M+C Deeming Program. Once a private, nationd
accrediting organization has been gpproved for deeming authority, an M+CO may dect to be
deemed in compliance in the areas that the accrediting organization has authority to deem. An
accrediting organization may seek deeming authority for any or al sx of the deeming aress
quality assurance, anti-discrimination, access to services, confidentiaity and accuracy of enrollee
records, information on advance directives, and provider participation rules. To be approved,
an accrediting organization must demongtrate that their program meets or exceeds the Medicare
requirements for which they are seeking the authority to deem compliance,

HPM S Voluntary Plan Closure Module
In May 2001, HCFA will implement anew HPM S module that will enable M+COs to enter
and update their voluntary plan closure data. Specificaly, M+COs will be able to record
whether their plan is voluntarily dosed for an entire month or agroup of months, for a part of a
month or group of months, or for non-consecutive interva's during a month or group of months.
In addition, M+COs will be asked to provide the date on which the corresponding public
notification materias were sent to the HCFA Regiond Office (RO), the date on which these
materids were published, and the newspapers in which they were published. HCFA's Center
for Beneficiary Services (CBS) will use the M+CO-entered datain the HPM S Voluntary Plan
Closure module to create and post closure messages in both Medicare Hedth Plan Compare



and the Medicare & You Handbook. Technica instructions will be made available ether
before or at the time of the modul€ srelease.

Encounter Data Attestations

In contract year 2001, M+COs began the submission of two additiona types of encounter data:
outpatient services and physcian services. These additiond datado not affect payment until
2004 and will require attestation in 2003. Attachment B of the M+C contract has been
modified to include the outpatient and physician data, however, in 2002 only inpatient hospital
datarequires atestation. Later thisyear, HCFA will issue further ingtructions for the attestation
of al encounter data. These ingructions will include atimeline for certification of encounter data
that affect payment and due dates for these attestations.

Monthly Enrollment Certification

Consgtent with the gtatute enacted last year giving legd force to eectronic signatures, HCFA is
developing a demondgtration program under which M+C organizations will submit their monthly
enrollment data certifications dectronicdly. Later this summer, HCFA will be soliciting
volunteers among M+C contractors (approximately 20) to participate in this project. The
demondtration is expected to continue for one year, at which time HCFA will evauate the
technology and the processes connected with eectronic certification and consider adopting the
requirement for dl M+C organizations.

Enhanced Paymentsfor Congestive Heart Failure (CHF)

Beginning January 1, 2002, M+COs that meet certain qudity thresholds will be digible to
receive extra payments for their members that had a primary diagnosis of CHF if they chooseto
participate in the activity beginning in 2001. OPL 2000.129 describes the requirements and the
associated payment methodology. Basicaly, the population will include those with inpatient
discharge diagnoses of CHF between July 1999 through June 2001. Depending on when the
discharge occurred in relation to the payment year, M+COs will receive extra payment based
on 1/3 of PIP-DCG 16 amount. All paymentswill be subject to the risk adjuster transtion
blend of 10%.

Appeals Data Requirements

To implement 42 C.F.R. Section 422.111(f)(10)(iv) and 422.502(f)(2)(v), M+COs are to
begin reporting the aggregate appeals data they currently collect at the M+CO level to HCFA's
HPMS. The apped s data e ements that M+COs would be expected to report to HCFA are
15 of the same data e ements that M+CQOs currently report to beneficiaries upon request (see
attached explanation of the data eements that M+COs will report consistent with OPL
99.081), with the exception of qudity-of-care grievances. (We have more work to do and
intend to formaize a* grievance” definition through our current Notice of Proposed
Rulemaking).
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In order to report datato HCFA, M+COs should adhere to the same collection and reporting
cyclesthat they are dready implementing to comply with OPL 99.081. In other words, the two
sx-month data collection cycles that begin each year starting on April 1 and ending on
September 30, and the other starting on October 1 and ending on March 31, would continue on
the same schedule. M+CQOs would have an opportunity to reconcile any discrepancies or
missing information in the 3-month period immediately following the sx-month data collection
cycles (e.g. October 1, 2002), and would then be expected to input their datato HCFA's
HPMS Web site by January 1, 2003. Under a separate cover, we will issue an OPL
communicating how the M+COs are to enter their datain the Web-based tool, including an
advanced copy of the screens and tools needed to report the data.

Bdow isachart detailing the yearly collection and reporting cycles for 2002.

6-month Data 3-month Transmit Data | What kind of data?
Callection Reconciliation to HCFA
4/1/02 - 9/30/02 10/1/02-12/31/02 1/1/03 last 6 months
10/2/02 - 3/31/03 4/1/03-6/30/03 7/1/03 last 12 months
4/1/03 - 9/30/03 10/2/03-12/31/03 1/1/04 last 12 months, €tc.

Standardized Notices

Pursuant to 42 CFR Section 422.568(d), an M+CO is required to issue a notice when it denies
an enrolleg's request for medica service, or whenever there is arequest for payment for
services dready recaived. Instead of usng modd denid noticesthat are currently part of the
marketing guidelines package, HCFA announced its intent to develop two standardized apped
notices. the Notice of Denid of Medica Services and the Notice of Denia of Request for
Payment. Information pertaining to these notices was published in the Federd Register on June
8, 2000 and March 22, 2001. We have just completed the last public comment period for
gpprovd by the Office of Management and Budget (OMB) cons stent with the Paperwork
Reduction Act process, and anticipate final clearance by OMB by July 1, 2001. The June 8,
2000 draft notices were reduced in the March 22, 2001 version to one page (double-sided), or
two one-sSded pages. We bdlieve these drafts respond to the issues that were raised by the
public. Therefore, we intend to issue afina notice, reedy for an M+CO’s usage, by July 1,
2001, and then require use of the notices by al M+C organizations by January 1, 2002. Using
the standardized notices will eiminate the burden of M+C organizations meeting the 45-day
marketing approva process. For pricing purposes, M+C organizations should account for their
codsin administering gppedl s usng these new two-page forms.
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Focused Review of Appeals Under the Grijalva settlement

The Grijalva Settlement Agreement, in Sections C.2. and C.3., requires a Monitoring Strategy
that includes focused reviews of gppeds information. These reviews will be based on formulas
developed from data received from two HCFA Consumer Assessment of Hedlth Plans Surveys
(CAHPs) and the current independent review entity (CHDR). Also, the monitoring strategy will
involve methods of detecting non-compliance with appedls requirements.

Important M essage From Medicare (IM)--HCFA-R-193-M+C

Upon OMB approvd, the IM will replace the existing inpatient hospital discharge notice, i.e,
the Notice of Discharge & Medicare Apped Rights (NODMAR). Hospitals will be required to
givethisnotice to al Medicare beneficiaries a or about the time of admisson and near the time
of their discharge. Regarding M+C enrollees, hospitals will need to distribute this notice to the
enrollee no later than one day before inpatient hospital coverage ends. Therefore, M+C
organizations are required to give hospitals the enrollegs first date of noncoverage before
inpatient hospital coverage ends. Thiswill alow hospitals to meet the timeliness requirement for
issuing the notice. A forthcoming OPL will be written to explain, in detall, the operationa and
policy aspects of this requirement on PROs, hospitals, and M+C organizations. See
Attachment 2.

HIPAA

The Hedlth Insurance Portability and Accountability Act of 1996 requires the Department of
Hedth and Human Services to adopt a set of nationa Electronic Data Interchange (EDI)
gtandards for the hedlth care industry. The Department was to adopt standards for (1)
transactions and code sts, (2) identifiers for hedth plans, providers, employers, and individuas
for usein the transactions, (3) security of health information, and (4) privacy of hedth
information. The law provided for a 2-year implementation period for each of the adopted sets
of sandards. The 2-year period begins on the effective date of the regulation that adopts the
standard.

Because the Medicare and M+C contracting organi zations are designated as health plans,
HCFA isresponsible for assuring that the adopted standards are implemented in these
programs. While HCFA understands that M+CQOs have the responsibility to learn about the
gtandards, conduct the systems work, and communicate with providers, HCFA will provide
information and assstance. Information about these HCFA activities will be issued separately.
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1. Renewal Process

2002 M+C Contract

HCFA has drafted new contracts for organizations offering M+C coordinated care and private
fee-for-service plans during 2002. The most significant change from the existing M+C contract
isthat the 2002 contract is renewable, as authorized under Section 1857(c)(1) of the Sociad
Security Act and 42 CFR 422.504. Since the inception of the M+C program in January 1999,
HCFA has required M+C organizations to Sgn one-year contracts because of the evolving
nature of the new program’ s requirements. With the publication of the find M+C rule in June
2000, HCFA has completed the process of drafting the regulatory requirements for the M+C
program, making the use of arenewable M+C contract appropriate. The mgjority of the other
revisons to the contract make existing provisions consstent with a renewable contract.

The renewable contract will reduce the administrative burden on both HCFA and the M+C
organizations and will return the contract renewal process to the system used under section
1876 of the Socia Security Act, prior to the implementation of the M+C program. HCFA will
continue to provide a notice by May 1 of each year to each M+C organization of its decison to
renew an organization's M+C contract. M+C organizations, on the other hand, need not take
any action to renew their M+C contracts. However, organizations must provide a notice to
HCFA by July 1 to indicate a decision to non-renew their contract.

It isimportant to note that the 2002 contract retains two 2001 contract provisons originaly
drafted in response to managed care industry concerns. Firgt, the 2002 contract contains a
provison requiring HCFA to inform M+C organizations of any new requirements resulting in
sgnificant new operaiond costs one month before the ACR submittal date of the year prior to
the contract year. Second, the 2002 contract retains the provision alowing organizations to
terminate their contract if HCFA does not gpprove their ACR proposal before September 30
of the year prior to the contract year.

General ACRP Information

All ACRs and PBPsfor CY 2002 must be submitted to HCFA no later than July 2, 2001.
M+COs must obtain the ACR and PBP software from HCFA’'sHPMS. All M+COs must use
HPMS to submit their ACRPs dectronically. HPMS will begin accepting ACRP data uploads
onJune 1, 2001. In addition, M+COs must submit a hard copy of the ACR (including
sgnatures) and supporting documentation postmarked no later than July 2, 2001.

For CY 2002, HCFA will continue to require dl M+COsto identify a primary contact for the
ACRP process with responsibility for al M+C plans submitted by the M+CO. HCFA will
work directly with this person during the ACRP review and approva process. Thisimportant
information must be provided to HCFA & the time an organization obtains its ACR/PBP forms.

13



Worksheet A of each and every M+C plan’s ACR submitted July 2 must have dl three
ggnatures on the certification. In prior years, one set of sgnatures was sufficient for dl ACRs of
the same plan type (e.g., HMO, HMOs with a POS option). Due to confusion that arose
during the desk reviews and the ACR audits, signatures are now required on ALL ACRs
submitted by July 2. Subsequent resubmissions may or may not require sgnatures. See the
ACR ingtructions located on HCFA's Web ste for more details.

In accordance with federd regulations at 42 CFR 422.306(a), HCFA will again require that
M+COs provide historica cost information for each hedlth care component (lines 1 to 19 of the
ACR). We expect that al organizations can now report historical cost information for each
hedlth care component. Nevertheess, some M+COs (e.g., new contractors) may need to
request awaiver of thisrequirement. If so, the M+CO must notify HCFA, in writing, by June
15, 2001. The notice must describe the reasons why the organization cannot meet HCFA
requirements, should include a proposed dternative method for reporting costs, and should
indicate how the organization will adapt its sysems to permit reporting historical data for each
component in contract year 2003. Please note that waivers do not apply to the reporting of
cost-sharing amounts on Worksheet C of the ACR. M+COs should e-mail al requests for
waiver of ACR reporting requirements for Worksheet B to ACRCostCombine@hcfa.gov. In
addition, organizations must include a copy of the notice in the July 2 ACRP submission.

Any cgpacity limit number placed in the ACR should be based on current enrollment figures and
perceived capacity limit needs. A formal capecity limit request is till required. For information
on this process, please refer to OPL #95.

All information on the ACRP process, including ingtructions to complete and submit the ACR
and PBP, modd marketing materias, and frequently asked questions, will be posted on
HCFA's Web site at www.hcfa.gov/medicare/acrp.htm.

ACR Worksheet Changes
The ACR Worksheets for contract year 2002 have incurred minimal changes, most of which
are trangparent to the user. The two most apparent changes are described below.

In prior years, the Medicare Deductible and Coinsurance per member per month (PMPM)
amount and the Medicare Psychiatric Co-payment PMPM amount appeared on separate lines
within the ACR. The contract year 2002 ACR combines those amounts into one line
(Worksheet A, Part 1A, line 11 and Worksheet E, line 16).

Adjustments to additiona revenue can be made for various reasons. For example, adjustments

can be made to correct errors on Worksheet E, to reflect state-mandated requirements, and/or
to make the additional revenue values more precise. In prior years, Worksheet D contained
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only one line for expected variations related to additional revenue. For contract year 2002,
Worksheet D has three separate lines for adjustments to additiond revenue. Thefirgt line must
reflect only adjustments to eiminate the error message on Worksheet E or to improve the
precison of the additiond revenue values. Use the second line (under column b, Medicare-
covered benefits) only when the Adjusted ACR (Worksheet E, line 7) is grester than the
Average Payment Rate (Worksheet E, line 1). If this Situation occurs, an adjustment must be
made to additiond revenue to equdize the adjusted ACR and the APR. Thethird line must be
used to reflect state-mandated requirements (e.g., financid requirements). Seethe ACR
ingructions located on HCFA’s Web site for more details.

Mid-Year Benefit Enhancements and ACR Submittals

M+C regulationsissued in June 1998 provided for a“trangition period” prior to January 1,
2002, during which HCFA expresdy authorized organizations to request HCFA approval of
mid-year changes that would enhance benefits or reduce premiums and/or cost sharing. These
regulations were silent on what rules applied after January 1, 2002. We have elected to
continue after January 1, 2002 to permit M+COs to enhance benefits or reduce premiums
and/or cogt sharing in the manner previoudy authorized by regulation only for periods prior to
January 1, 2002. HCFA will begin accepting proposas for mid-year benefit enhancements for
CY 2002 plans on November 1, 2001, and continuing through August 2002. Proposed
enhancements to M+C plans will be effective no earlier than February 1, 2002. Refer to OPL
#107 for more information on ACR and PBP submission requirements.

ACR Submittals for New M+C Contracts Beginning After January 1, 2002

In the same “trangition period” rule mentioned above, prior to January 1, 2002, HCFA would
permit M+C organizations to submit ACRs on a date other than July 1 if their contract period
was to begin on a date other than January 1. In the find rule published in June of 2000, HCFA
eliminated the restriction on mid-year contracts after January 1, 2002. While HCFA recognized
that once the lock-in takes effect, an M+CO entering an area mid-year would only be able to
enrall individuas who are newly digible, or who are digible for a Specid Election Period,
HCFA determined that if an M+CO nonetheless wished to do so, HCFA would permit this.
Therefore, after January 1, 2002, M+COs will maintain the ability to begin a contract mid-year
when entering anew area.  Such anew contract would initidly be for a period of more than 12
months.

M+C Extended Enrollment Optionslimited to sx months

M+C plans can offer out-of—area benefits (such as a POS or avistor/traveler benefit) for their
enrollees who have temporarily left their plan’s service area. However, even with an out-of-
area benefit, enrollees must be disenrolled from their plan after sx months of continuous
absence from their plan’s service area (see 42 CFR section 422.74(d)(4)).
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Optional Supplemental Benefits

In previous years, neither Medicare Compare nor the benefits matrix of the Summary of
Benefits displayed optiond supplementa benefit options available to enrollees of a particular
M+C plan. Asaresult, Medicare beneficiaries lacked a clear explanation of al available
benefits offered by M+C organizations. In response, many M+COs created separate M+C
plansto offer different benefit combinations, when it may have been more appropriate to offer
these benefit packages as enrollee options under asingle M+C plan.

HCFA has now made gppropriate changes to the Plan Benefit Package to display information
concerning optiona supplementa benefits in both the Summary of Benefits and Medicare
Compare. Therefore, M+C organizations that will be offering optiond supplementa benefitsin
2002 will not need to create a separate M+C plan, and file a separate ACR, in order to have a
information on the benefit options displayed for beneficiaries. These changes address concerns
rased by M+COs, and provide for the submittal of fewer ACRPs, thus reducing the burden on
M+COs.

For example, consider an M+CO that wants to submit two plans of the same type (e.g.,
HMO). Plan 001 with an optiond supplemental prescription drug benefit and Plan 002 offering
the same benefits except there is no drug benefit. In that case, the M+CO could submit one
plan (i.e., one ACR and PBP) with the prescription drug benefit as an optiona supplementa
benefit for enrollees of that M+C plan.

Optiond supplementa benefits should be priced individudly in the ACR. Furthermore, optiona
supplementa benefits should be described in the PBP in the data entry dements of the
appropriate benefit category. In cases where the plan offers more than one optiond
supplemental benefit within the same category, the “step-up” should be described in the note
section of the appropriate benefit category.

While optiond supplementd benefits must be priced and described individualy, they may be
packaged together in marketing documents. However, the overal premium for the package
must be equd to the sum of the premiums for each individud benefit.

Health Plan Management System (HPMS)

HPMS Access

M+COs must use the Hedth Plan Management System (HPMS) to dectronicdly submit their
ACRs and PBPsfor Contract Year (CY) 2002. The HPMS Extranet requires that M+CQOs
establish connectivity to the Medicare Data Communications Network (MDCN), a secure
network maintained for HCFA by AT& T Globa Services (AGS). After establishing
connectivity to the MDCN, M+COs will access HPMS at http://32.82.208.82/ usng the
Microsoft Internet Explorer browser version 4.01 or higher.
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M+COs should refer to OPL #101, "Migration of Medicare Managed Care Organizations to
the Medicare Data Communications Network (MDCN) for Hedlth Plan Management System
(HPMS) Access," for technical direction on accessng HPM S viathe MDCN.

HCFA aso requiresthat al users obtain aHCFA Identification Tracking System (HITS) user
ID to accessHPMS. HCFA will usethe HITS user ID to authenticate user access rights and

apply the appropriate security levels. Please contact Don Freeburger at either 410-786-4586
or DFreeburger@hcfa.gov to obtain aHITS user ID.

HPMS Update
HCFA hasimplemented the following HPM S updates for the CY 2002 ACRP renewa
Process.

M+CO Contact Information. For CY 2002, M+COs will continue to use thisHPM S
module to enter and maintain their organization and plan level contacts. HCFA has
reengineered this module to enable M+COs to enter a contact person asingle time and
then associate that contact to multiple roles, organizations, and plans. This new
functiondity will help to reduce the amount of data entry required to populate these
M+CO contacts. The M+CO contacts being collected for CY 2002 include the

falowing:
M+CO Contact Roles Collection L evel
Chief Executive Officer (CEO) H Number
Chief Financid Officer (CFO) H Number
Medicare Compliance Officer H Number
Primary ACRP Contact H Number
Medicare Coordinator H Number
Systems Contact H Number
ACR Audit Contact H Number
ACR Audit Site Contact H Number
Enrollment/Disenroliment Contact H Number
PIP Contact H Number
Customer Service Plan
ACR Contact Plan
PBP Contact Plan
Vice President of Marketing Plan
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Throughout the year, HCFA relies heavily on the contact information provided by
M+COs in the Generd M+CO Information module within HPMS, HCFA usesthis
information to correspond with M+COs whenever important documents are sent or to
resolve issues that may arise. In the event that the contact information provided in
HPMS s not kept current, the resolution of critical matters or the receipt of important
documents could be delayed. For example, the ACRP approva letters and any
correspondence related to the ACR audits are sent to the CEQO identified in this module.

Failure to update the CEO contact information could delay the receipt of these items
and reduce the amount of time alotted to respond. Asaresult, HCFA strongly
encourages dl M+COs to update contact information regularly in HPMS in order to
establish better communication between HCFA and them.

Plan Crosswak. In CY 2001, M+COs were required to provide HCFA with an Excel
gpreadshest that illustrated the CY 2000 to CY 2001 plan crosswalk. For CY 2002,
the plan crosswalk feature has been incorporated into the HPM S ACRP upload
process. The CY 2001 to CY 2002 plan crosswalk will assst HCFA during the
review of plan marketing materids, particularly the Annua Notice of Change (ANOC)
|etter.

Description of an M+C plan

An M+C plan is the hedth benefits and pricing package that an M+CO offers beneficiaries the
option to enrall in if they live in the plan’s gpproved service area. M+COs can offer multiple
M+C plansin the same or different service areas. Each M+C plan congsts of basic benefits
(Medicare covered benefits (Part A and B) plus additiona benefits) and any mandatory and /or
optiona supplementa benefits. Asdescribed in the M+C regulations at 42 CFR 422.66, a
beneficiary enrollsin a specific M+CO plan offered by an M+CO.

Aswas permitted last year, M+COs will determine how plans are trangtioned/defined with
respect to the Plan Identification number, within certain guiddines, from CY 2001 to CY 2002.
M+COs may terminate particular M+C plans, add new M+C plans, or change benefits under
exiging M+C plans from one year to the next. The generd guidelines for defining M+C plans
from year to year are asfollows:

1. If an M+CO designatesthat an M+C plan offered in 2001 will no longer be offered in
2002, then the M+CO must provide al beneficiaries enrolled in that plan with aletter
detailing Medigap and Specia Election Period rights.

2. If an M+CO designates that an M+C plan is continuing from CY 2001 to CY 2002 al

beneficiaries enralled in that plan in CY 2001 must dl be enrolled in the same plan for
CY 2002, unlessthey dect to disenrall or enrall in adifferent M+C plan.
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3. If an M+CO splitsa CY 2001 M+C plan’s service area into two or more CY 2002 M+C
plans, the M+CO may designate one of the CY 2002 plans as a continuation of the origina
CY 2001 plan. The enrolleesin the continued portion of the service areawould Smply
remain as enrollees of the plan in which they were enrolled in CY2001. The enrolleesin the
areanow being served by a new second plan by definition are no longer enrolled in the
continuing plan, and that plan has thus been terminated in their area. Regulations require
that enrollees of aterminating M+C plan receive notice from the M+C organization 90 days
before the termination date setting forth their Medigap rights. Under ordinary rules, such
enrollees would be required to dect to enrall in the new M+C plan being offered in their
aea. HCFA isexerciang its discretion to specify the manner in which elections are made
by permitting these enrollees to be informed that they may make an “eection” of the new
M+C plan by taking no action. These enrollees must be informed that if they do not wish
to elect the new plan, they should contact the M+CO, which must provide them with
information on other available options (e.g., information on other M+C plansin their areg,
the Origina Medicare Plan, and Medigap rights). In order for an enrollee to make an
informed “eection” under this process, the M+CO must send amodified ANOC to the
enrollees setting forth the above information, as well as the benefits under the new plan.
While this ANOC information ordinarily would not be due until alater date, if an M+CO
wishesto avall itsdf of this gpproach to “eections” it must provide the ANOC information
for the new plan by October 2, 2001, in order to meet the notice requirements for the
origind M+C plan’ stermination, and give the enrollees time to decide whether to “elect”
the new plan by taking no action.

4. If an M+CO €effectively combines two or more M+C plans into a single benefit package, by
offering the same benefits under dl exidting plans, dl enrollees of the plans would receive
natice that they would receive the new single benefit planin 2002.  This Situation would not
conditute a termination giving rise to Medigap rights, as dl plan enrollees would remain
enralled in acontinuing plan.

Partial County Requests

The county integrity policy in thefina rule affords HCFA broad discretion to approve partia
counties. Such requests will be reviewed by HCFA on a case-by-case basis, and should be
submitted to HCFA as soon as possible, but no later than June 1.

Multi-Year Benefits

On September 23, 1999, HCFA issued modified ingtructions regarding multi-year benefitsin
OPL #102, "Multi-Y ear Benefits under Medicare+Choice (M+C)". In generd, describing a
benefit as a multi-year benefit does not necessarily obligate the M+CO to continue offering the
benefit after the contract year according to terms established for the first year. Organizations
can, therefore, drop or modify multi-year benefits from year-to- year without maintaining
obligations from the previous contract year.
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We are concerned, however, that beneficiaries have appropriate information about the
possibility that multi-year benefits, offered in a given year, may not be available in subsequent
years. Therefore, M+COs are required to gppropriately disclose this point wherever the multi-
year benefit is mentioned. The following disclamer may be used in marketing multi-year
benefits:

"{Name of MCOQ]'s benefits are subject to change on annud bass, therefore muilti-
year benefits may not be available in subsequent years."

For the ACR, the actud and estimated costs of a multi-year benefit must be reported each year
according to actud and estimated costs. Aswith al M+C benefits, drug coverage not used in
one year cannot be carried over to another year. Regulations at 42 CFR 422.100(d) require
that dl benefits (including the amount of drug coverage) are uniform and available to all
beneficiaries a the same premium and cost-sharing levels.

Changesin the Plan Benefit Package and Summary of Benefits

The Plan Benefit Package and Summary of Benefits have had subgtantia improvements made
from CY 2001 to CY2002. HCFA has worked with Industry representatives, including
M+COs and Industry groups, over the past year to address problems with the PBP and the
SB. HCFA hastaken into consderation dl of the requested changes, prioritized them, and
ether have made the changes for CY 2002, will make the changes for CY 2003, or will further
review the requests to more fully understand the issues.

Some of the improvements that have been initiated and completed during the past year include
the display of Optiond Supplemental Benefits in both the Summary of Benefits and in Medicare
Compare, the interval cost-sharing structure in Inpatient Hospital, Skilled Nursing Facility, and
in the Menta Hedlth service categories, the enhancements made in the copy function of the
PBP, and the revison of the Point of Service benefit. Theinterva cost sharing structure will
dlow M+COsto specify, up to three intervas, different cost sharing structures depending on
the days (Inpatient Services) or sessons (Mental Hedlth Services) that the beneficiary utilizes.
The Point of Service benefit has been reduced from 18 possible categories to one benefit
category. That structure corresponds to the ACR workshests.

Plan Benefit Package Certification Statement

After industry input and further consideration by HCFA, the Certification Statement in the PBP
will not be required. The PBP software will till require that the Certification statement be
viewed; however HCFA is not requiring any signatures or the submittal of the certification
Satement.
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Benefit Package Design

M+COs must adhere to certain regulations when they design and devel op benefit structures for
each of their plans. The regulations include those ensuring that: the Medicare-covered services
meet the HCFA fee-for-service coverage guiddines; the M+CO is not designing benefitsto
discriminate againgt beneficiaries who can be expected to have higher hedth care costs, and
benefit designs meet other M+C program requirements.

It isHCFA’sintent to review the impact of benefit designs on beneficiary eections. HCFA will
be examining how the benefit design affects the enrollment of beneficiaries and accessto
services.

Medicare Health Plan Compare Data

"Medicare Compare" on the I nternet

Starting on September 17, 2001, the CY 2002 hedth plan data will appear on "Medicare
Compare’ in the standardized summary of benefits format. In addition, "Medicare Compare”
will continue to include graphs displaying severd HEDIS and CAHPS measures, aswell as
disenrollment data

Medicare & You 2002

It is expected that the hedlth plan benefit and cost comparison information in Medicare & You
2002 will be amilar to the information provided in Medicare & You 2001. The HEDIS,
CAHPS and disenrollment datawill not be included in Medicare & You 2002.

Special Requirements for Section 1876 Cost Plans

HCFA will again display comparative information about Section 1876 Medicare cost
contractors for CY 2002. To be included in HCFA'’ s information, cost contractors must submit
aPBP by July 2, 2001 for each benefit package they will offer in CY 2002. Benefit information
about cost contractors who do not submit a PBP will not be included in Medicare & You or in
"Medicare Compare.”

Cogt contractors who cannot submit a 2002 premium amount for their benefit packages in their
PBP should send an email to Ana Nunez-Poole of the Center for Beneficiary Services at
compchart@hcfa.gov. In thiscircumstance, M+COs should enter their CY 2001 premium
amount in the PBP. Furthermore, Medicare & You will indicate "Not available' in the premium
field and information in the "Medicare Compare’ will remain blank.

21



Preview of Comparisons of Health Plans

Once again, HCFA has arranged to dlow M+CQOs to preview their plan data before it is made
available for public review. It isextremey important that M+COs carefully review al plan
information beforeit is released for public comparison. To further prevent errors and delaysin
publication, dl M+CQOs should carefully review the PBP data before it is submitted to HCFA.
M+CQOs can preview their CY 2002 Medicare & You information on HPM S between July 18
- 24, 2001. "Medicare Compare" information should be previewed between September 4 - 6,
2001.

Marketing I ssues

Additional Instructionsfor Marketing CY 2001 Benefits

CY 2001 Marketing Deadlines. The M+COs should cease using public mediato market CY
2001 plans effective October 14, 2001. "Public medid' includes billboards, radio, TV, print
advertisements, and direct mail. "Medicare Compare’ information for CY 2001, however, will
continue to be accessible on the Internet until mid-December 2001.

M+COs should submit al remaining CY 2001 marketing materials to HCFA by no later than
July 10. Thisdeadlinewill dlow HCFA to begin focusing resources on the review of marketing
materiasfor CY 2002.

Effective September 1, dl M+COs must include appropriate disclamersin CY 2001 marketing
materias as necessary. Disclaimers are required whenever an organization advertisessaCY
2001 benefit, premium, or co-payment that will change effective January 1, 2002 (or whenever
an organi zation accepts an dection form for an effective date in 2002 after September 1). The
disclamer must bein the form of an atachment or an addendum to al marketing materids,
including advertisements and enrollment eection forms, that derts potentiad members that
changeswill occur on January 1.

HCFA has provided the following modd disclamer to be used by dl organizations. Additiona
regiond office review and approva is not required if this disclaimer is used verbatim. HCFA
review and approva isrequired if the language is modified. The following isto be used in
marketing and enrollment beginning September 1, 2001, when changes will occur effective
January 1, 2002:

"Benefits, premiums and copayments will change on January 1, 2002. Please contact
[insert plan name] for details.”

CY 2002 summary of Benefits and Annual Notice of Change

For CY 2002, HCFA will again require dl M+COs Section 1876 cost contractors, and certain
managed-care demonstration projects to use the standardized Summary of Benefits (SB) as part
of the Annua Notice of Change (ANOC).
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M+COs, cost contractors, and certain demonstration projects must use the SB and describe
gpecific offerings of the January 2002 benefit and premium plans. A cover letter or ANOC
letter that highlights the specific changes in benfits, premiums, and plan rules that will be
effective on January 1, 2002, must accompany the SB. A modd ANOC letter is contained in
Attachment 3 of thisOPL.

The ANOC and SB should be submitted to the regiond office before September 1 to alow for
review, approva and printing before October 15 - the date by which M+COs are required to
notify current enrollees of changesto their plan. An organization is permitted to use alower
grade paper for the SB that they will use as part of the annua natification than the high-gloss
paper they might ordinarily use when distributing the SB as a marketing piece.

If the organization lists only one plan in the SB, the ANOC must notify beneficiaries that
additiond plans are available, including specific information on how beneficiaries can obtain
more details. If the M+CO lists more than one plan offering, it is required to identify the specific
plan in which the member is currently enrolled on the cover Ietter transmitting the SB. Also, the
M+CO must note in the ANOC that other plans are available in the service area and that these
plans are listed on the enclosed SB.

Instructions for Marketing CY 2002 Benefits

Effective October 15, dl M+COsthat actively market M+C plans must begin using approved
CY 2002 benefit package marketing materias. All marketing presentations and al mailingsto
Medicare beneficiaries concerning January 2002 enrollment (annual eection period) must
include a standardized SB describing January 2002 benefit package information. M+CQOs
renewing M+C plans may continue to send and oraly present CY 2001 plan information to
individuals who specifically ask for it, and may continue to enroll individuals for effective dates
before January 2002, based on the M+C plan being "open™ and on other requirements of the
law, regulations, and previoudy issued OPLs.

CY 2002 Evidence of Coverage (EOC)

The tentative deadline for digtributing CY 2002 EOCsto dl plan membersisno later than
January 15, 2002. All managed care organizations must also send an EOC to al new members
no later than two weeks after their effective date of coverage (in January, they have until January
15 to provide the EOC to members who enrolled as of January 1).

HCFA plansto provide al M+COs with anew modd CY 2002 EOC and a new checklist by
mid-October this year. HCFA is planning to trangtion to a more user-friendly, standardized
EOC document beginning in CY 2003 and will provide the document to M+COs in the Fall of
2002. All M+COs will be required to use the standard EOC in 2003, and will be given the
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opportunity to provide input on its development, including participating in “Listening Sessons’
and providing feedback on drafts of the EOC viathe HCFA webste.

As part of the trangition to a standard EOC in 2003, HCFA plansto improve the CY 2002
model EOC so that it will contain more user-friendly language and layout/design. There will be
severd opportunities to provide input on the improved model. HCFA will post draft versions or
sections of the model EOC on the HCFA Web site. All M+COs will be derted via E-mail
(through their Regiond Office) when anew document is available for comment on the Web sSte,
and will be given the opportunity to provide comments viaa specid address set up for this
project (comments@standardeoc.org). At thistime, we anticipate that draft versons or
sections of the modd will be posted on the Web site for comment in July and August.

Use of modd CY 2002 EOC language is hot mandatory, however it will facilitate the review of
marketing materiads. All other Medicare managed care organizations and demonstrations that
are required to send an EOC to their members may base as much of the language of their EOC
on thismodel asthey can, sinceit is considered by HCFA to be acceptable language. Of
course, these entities must modify any language in their respective EOCs to conform with the
gtatutory and regulatory requirements under which they operate.

Marketing of Multiple Lines of Business under Medicare+Choice
M+C Organizations may market multiple lines of business in accordance with the following.

Direct mail M+C marketing materids sent to current members describing other lines of
business should contain ingtructions describing how individuals may opt out of receiving such
communications. M+COs may gpply this opt-out provison on an annud bads. The

M+COs should make reasonable efforts to ensure that dl individuas (including non-
members) who ask to opt out of receiving future marketing communications, are not sent
such communications.

Although M+COs may market other lines of business concurrently with M+C products,
information regarding the other lines of busness must be separate and digtinct from M+C
plan information.

M+COs should not include enrollment forms for non-M+C lines of businessin any package
marketing its M+C products, as beneficiaries might mistakenly enrall in the other option
thinking they are enralling in an M+C plan. Also, if information regarding M+C products
and non-M+C lines of business are included in the same package, postage costs must be
prorated so that costs of marketing non-M+C products are not included as"M+C plan-
related" costs on Adjusted Community Rate (ACR) proposal submissions.
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M+COs may market other lines of business concurrently with M+C products on the
Internet, though to avoid beneficiary confusion, M+COs must continue to maintain a
separate and distinct section of their Web ste for M+C plan information only.

HCFA will review the M+CO's Web pages to ensure that M+COs are maintaining the
separation between M+C plan information and information on other lines of business.

Value Added Items and Services (VAIS) in the SB

When gpplicable, organizations will be permitted to reference their pharmacy discount program
(@VAIYS) in Section 3 of their SB, provided they dso include the following disclaimers
(conggtent with disclaimers outlined in the Nationd Marketing Guide):

(1) Thisprogram is neither offered nor guaranteed under our contract with the Medicare
program, but is available to dl enrollees who are members of [Name of M+CO);

(2) This program is not subject to the Medicare apped s process. Any disputes regarding this
program may be subject to the [Name of M+CQ] grievance process, and

(3) Should a problem arise with this program, please call [Name of M+CQ] for assistance at
[M+CO customer service number]. Our customer service hours are [Enter hours].

In addition, the SB must clearly state (in the location that the program is described) that the
program will be available for the entire contract year.
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V. List of Contacts

Election Periodsfor 2002: Lynn Orlosky, 410-786-5930.

ACR/PBP: For assstance in completing the CY 2002 ACR and PBP, please direct questions
to ACR2002@hcfa.gov and PBP2002@hcfa.gov, respectively. HCFA will post and
continually update a series of questions and answers about the ACRP process on
www.hcfa.gov/medicare/acrp.htm

Consolidation of ACR Cost Data: Please send dl notices and questions regarding requests
to consolidate ACR cost datato ACRCostCombine@hcfagov.

ACR Audit information: Kristin Finch, 410-786-2873
Extra Payment for CHF: Jane Andrews, 410-786-3133 or JAndrews@hcfa.gov
HPM S Help Desk: For technical assistance on HPMS and its technica processes, including

the download and upload of ACRP submissions, please contact the HPMS Help Desk at either
1-800-220-2028 or hpms@nerdvana.fu.com.

HITS User IDs and Passwords: HPMS access requires aHITS user 1D and password.
Please contact Don Freeburger, Center for Health Plans and Providers, at either 410-786-
4586 or DFrecburger@hcfa.gov to obtain aHITS user ID and password.

HPM S Voluntary Plan Closure Module: For questions on the upcoming HPMS Voluntary
Plan Closure module, please contact either Lori Robinson, Center for Hedlth Plans and
Providers, at 410-786-1826 or L Robinsonl@hcfa.gov or Ana Nunez-Poole, 410-786-3370
or ANunezpoole@hcfa.gov

2002 Plan Crosswalk: Christine Perenich, 410-786-2987
M+C Contract: Scott Nelson, 410-786-1038 or SNel son2@hcfa.gov

Medicare & You and " Medicare Compare: AnaNunez-Poole, 410-786-3370 or
compchart@hcfa.gov.

Marketing Review: Please contact the appropriate HCFA regiond office managed care staff
with questions about the review of marketing materids. If necessary, regiond office staff will
forward these questions to HCFA centrd office staff for resolution.

Summary of Benefits: SB questions can be sent to: summaryofbenefits@hcfa.gov.
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EOC: Questions or comments about the CY 2002 modd EOC should be sent to
comments@standardeoc.org. NOTE: HCFA will dso receive any E-mails you send to this
address. This E-mail addressis the address of one of the contractors helping HCFA standardize
the EOC. If you have comments on the slandard EOC, this contractor will ensure that your
comments are consdered.

M+C Contractor Performance Monitoring Syssem (MCPM S) Guide: LauraMinassan,
410-786-4641.

Encounter Data Attestations: Melissa Fannin, 410-786-0609

Appeals, Data: Brandon Bush, 410-786-0228

Appeals, Notices: NydiaPedl, 410-786-1619

Focused Review of AppealsUnder Grijalva: Melodie Janes, 410-786-7614

HIPAA: Y olanda Robinson, 410-786-7627; Donna Dafonzo-Wiggs, 410-786-9289; Cheryl
Bitoun 410-786-7415

Important M essage from M edicar e: Rhonda GreeneBruce, 410-786-7579.
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ATTACHMENT 1
APPEALSDATA REQUIREMENTS

The following data eements (currently being collected by M+COs as per OPL 99.081) will
now also be required to be reported to HCFA:

(1) Time Period Covered: [Data Collection period)].

(2) Tota Number of Requests for an Appeal Received by MCO:[insert #].

(3) Average Number of Enrolleesin MCQO: [insert #].

(4) Total Number of Appea Requests per 1,000 enrollees: [insert #].

(5) Of the Apped Requests Recelved by MCO between [data collection period], MCO
completed [insert #].

Of those cases (requests):

(6) [insert #] or [insert percentage] of the appeals were decided fully in favor of the enrollee;
(7) [insert #] or [insert percentage] of the appeals were not decided fully in favor of the
enrolleg;

(8) [insert #] or [insert percentage] were withdrawn by the enrolleg;

(9) For dl apped s received by MCO between [data collection period], [insert #] of cases sent
to the Independent Review Entity (IRE) for review.

Of those cases (requests):

(10) [insert #] or [insert percentage] of MCO's cases reviewed by the IRE were decided fully in
favor of the enrollee.

(12) [insert #] or [insert percentage] of MCO's cases reviewed by the IRE were not decided
fully in favor of the enrollee.

(12) [insert #] or [insert percentage] were withdrawn by the enrollee;

(13) [insert #] or [insert percentage] are fill awaiting adecison by the IRE.

In certain Stuations, the M+C organization is required to process an apped faster than usua
because delay in making a decison could cause serious harm to the enrollee. Thisiscalled an
expedited gpped. In many cases, it is the M+C organi zation that decides whether or not to

expedite the appedl.

(14) Between [data collection period], MCO received [insert #] requests for expedited
processing of appeds.

Of those cases (requests):

(15) [insert #] or [insert percentage] of the requests for expedited processing of the appedl
were granted;
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(16) [insert #] or [insert percentage] of the requests for expedited processing of the appeal
were not granted.
ATTACHMENT 2

Important Message from Medicare
Patient-s Name:
Date of Notice:
Medicare # (HICN):
Attending Physician:
Hospital:

ADMISSION NOTICE OF YOUR RIGHTS AS A HOSPITAL PATIENT

$ You have the right to receive necessary hospital services covered by your
Medicare Health Plan (“your Plan”).

$ You have the right to know about any decisions that the hospital, your Plan, or
anyone else makes about your hospital stay and who will pay for it.

$ Your Plan or the hospital should arrange for services you will need after you
leave the hospital. Your Plan may cover some care in your home (home health
care) and other kinds of care, if ordered by your doctor or plan. You have a right
to know about these services, who will I|;)ay for them, and where you can get
them. If you have any questions, you should talk to your doctor or Health Plan.

$ Before you leave the hospital, you or your authorized representative will be given
this notice again with the blank spaces below filled in. You will then be asked to
sign that you have received this notice.

INFORMATION ABOUT YOUR HOSPITAL DISCHARGE

Your doctor has reviewed your medical condition and has determined that you can
be discharged from the hospital because:

G You no longer require inpatient hospital care.
G You can safely get any medical care you need in another setting.
G Other:

This means that, if you stay in the hospital, it is likely that your hospital charges for
and thereafter will not be covered by your Plan.

$ If you think you are being asked to leave the hospital too soon, you have the right
to appeal to your Peer Review Organization (also known as a PRO). The PRO is
authorized by Medicare to provide a second opinion about your readiness to leave
the hospital. The name of the PRO is
You may contact the PRO at
$ If you ask the PRO for a fast appeal while you are in the hospital by noon of
_, you will not be responsible for paying the hospital charges until the PRO makes a
decision within one day after receiving all the information needed to make a
decision.
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$ If you miss the deadline for filing for a fast review, you may still request a fast
review by your Plan. However, you may be responsible for paying the costs of your
hospital stay beginning . A Plan “fast review” means a review may
be done within 72 hours.

$ You may file for review at the address or telephone number of your Plan:

Please sign below to show you received this notice before leaving the hospital and the date you
signed it.

Signature of Medicare patient or authorized representative Date of signature
OMB Approval No. 0938-0692. HCFA-R-193-M+C
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ATTACHMENT 3
MODEL ANNUAL NOTICE OF CHANGE (ANOC) - January 1, 2002
Date: [No later than] October 15, 2001

Member Name, M edicare Number
Address

Member Number

Health Plan Name

Dear (member name):

Sarting January 1, 2002, the monthly premium that you pay to { Hedlth Plan Name} will
(increase/decrease) from $ to$ OR (stay thesame at $ ).

[M+COs that wish to provide for enrollees of a terminated M+C plan to “ elect” a different M+C
plan by taking no action (see section I11.) must insert the following information. The notice must
inform enrollees that if they wish to enroll in the M+C plan in question, they need take no action,
and they will be enrolled in that plan effective January 1. The notice must also provide instructions
on how these enrollees can choose -not to elect the other M+C plan (i.e., by indicating that they do
not wish to make this election, which would return them to Original Medicare, or by electing a
different plan), and must provide information on the enrollee's Medigap rights, which apply if they
do not elect the other M+C plan offered by the M+CO.]

[*If the organization lists more than one plan offering on the enclosed SB, the organization must
identify the specific plan in which the member is currently enrolled. In addition, if the
organization lists only one plan in the SB but offers multiple plansin the service area, the ANOC
must notify beneficiaries that additiona plans are available and include specific information on
how beneficiaries can obtain more information. If the M+CO lists more than one plan offering
on the SB enclosed with the Annua Notice of Change (ANOC), it is required to identify the
gpecific plan in which the member is currently enrolled on the cover |etter transmitting the SB,
and to note in the ANOC that other plans are available in the service area and that these plans
are listed on the enclosed SB.]

Medicare has reviewed and gpproved the changes to the benefits, premiums, copayments and
plan rulesin this letter and on the enclosed Summary of Benefits. All changes begin January 1,
2002, and will be in effect through December 31, 2002.

[Clearly describe dl benefit changes, including changes in copayments, annual drug cap, drug
coverage [formulary/generic], and any new benefits that will be offered by the plan in 2002 or
that will be covered by Medicare. Also describe any benefits offered in 2001 that will no longer
be offered by the plan in 2002. Organizations that do not include an SB, which describes all
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plans, offered by the organization must include a statement that additiond plans are available
with information for the beneficiary on how to get further detailg|.

[Clearly describe any optiond supplementa benefits and the premiums for those benefits. A
description of the process that the member must follow to eect optiona supplementd benefits
must o beincluded.]

[All M+ C Organizations include the following paragraph. (This paragraph does not
apply for plans operating under 1876 rules)] Now isagood time to review your coverage
with {M+C Name}. A new law has passed that says that between January 1 and June 30,
2002, you can only leave or join a plan once, including leaving a plan to be in Origind
Medicare. After that, you must stay with your plan for the rest of the year. In certain cases, like
if you move, you may be able to choose another plan.

A new Evidence of Coverage (is enclosed) OR (will be sent to you by mid-January). A
Summary of Benefitsis dso enclosed. We are required to use the Summary of Benefits for both
current members, like you, aswdl asfor people who are thinking about enrolling in { Hedlth
Plan Name}. This means that some of the language at the beginning of the document may make
it seem like you are not dready amember of { Health Plan Name}. Rest assured that you are a
member of { Hedlth Plan Name} and will be one for the coming year if you do nothing to change
your Medicare coverage.

The following information is avallable upon request:

Additiond information from HCFA by caling 1-800 MEDICARE.

Additiond information from { Health Plan Name} on the procedures we use to
control utilization of services and expenditures.

Additiona information on the number and disposition in aggregate of grievances
and apped sfiled by members of { Health Plan Name}.

A summary description of the method of compensation for physicians used by
{Hedth Plan Name} .

A description of our financid condition, including a summary of our most
recently audited statemen.

If you have any questions about these changes or if you would like additiona information, please
cal our Member Services Department, Monday through Friday, (hours of operation) on (hedth
plan phone number). [Include a TTY/TDD phone number “for the hearing impaired.”]

We look forward to serving you now and in the future.

Sncerdy,
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Pan Representative

ENCLOSURE - 1/2002 Summary of Benefits
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Center for Health Plans and Providers
Medicare Managed Care Group

7500 Security Blvd.

Baltimore, MD 21244

Fax (410) 786-8933

From: Gary Bailey
Acting Director
Medicare Managed Care Group

Subject: Question and Answer Session on the 2002 OPL
To: Medicare+Choice Organizations and other Interested Parties

We are pleased to announce an opportunity for Medicare+Choice Organizations to discuss with HCFA staff the 2002
OPL. The conference call will be on Tuesday, May 1st from 12:30 p.m. until 2:00 p.m. (EST). The conference call
dial-in number is 1-888-587-0679 and the conference ID number is 321163.

The format of the call will be as follows:

Introduction and Timeline
Questions and Answers:
Summary of Important Changes and Renewal Process
CBS (approximately 12:30pm-1:15pm)
CHPP/OACT (approximately 1:15pm-2:00pm)

We look forward to your organization’s participation.

Special Note:

If you are unable to attend the conference, for your convenience we have arranged for an Encore Feature Service. This
service gives you a recorded playback of the entire call. This feature is only available for up to 48 hours after the
conference call. The toll-free # for the Encore feature is 1-800-642-1687. The operator will prompt you to key in the
conference ID, which is 321163. Y ou should then be able to hear the recorded conference call!
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